MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF FUBLIC HEALTH AND NELFARE

DO NOT WRITE AMENDED Reg:srrulron District No, --_______
ON THIS STUB ey AT o 1AL - S, i
r ' FDA'CE 'OF DEATH 41963 7. USGAL RESIDENCE {Where deceased lived. If instilution: Residence before

a. COUNTY Jeckson + state M1 ggourls cownty yekson admission)

b. C(I)LY (I¥ outside corporate limits, give TOWNSHIP only) Langth of atay in b [ Ccl)'{!‘r Inside Limirs
town  Teels Summit 1 day own Greenwood val§ No [T

c. FULL NAME OF {If NOT in hospital, giva lacation) Inside Limits d. STREET {If cutside, give location) Reside on Farm

wstution 213 W, 5th Ste Y J§ Nod A amblin Road Yor O Nol)

3. HAME OF PE)CEASED First Middle Last 4. DATE Month ear
ypa Oor prin
P Thomas Porry Turner oam October 18, "1963

5. SEX 4. COLOR OR RACE 7. Married O] Never Married (] |8, DATE OF BIRTH | ¥- AGE {las? birthday) | IF UNDER 1 YEAR IF UNDER 24 HR

Iwale ‘Nhite Widowed [ Divorced [ April 17 41891 72 MonlhT Days Hours | Min.
100. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11, BIRTHPLACE (City and state or country] | 12. CITIZEN OF WHAT COUNTRY

dur[mg?king life, avan if retired) Farm Jackson C OUI].ty Moe USA

13a. FATHER'S NAME 13k, MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

Charles W, Turner Velari Wells Unknmown
15. WAS DECEASED EVER IN U.3. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address
(Yes, nmaél.;nknown} (If ye:.,_ﬂm_vgr_cldnrel of serv Mr Se FBéd Tha] hj em, Lee 1 s Su_nmit 2 :MO

18. CAUSE OF DEATH {Enter only one cause per line —rr—— . INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH

V5 300
Rev. 4/59

DATE AMENDED

IMMEDIATE CAUSE (a) /227 ~ 444’1”'//‘3’4 Z A&Q&L@Lg__-.&zta__

DOCUMENT

.
Conditions, if any, DUE 10 (b) [ -4 . ‘ g%ﬁ
which gave rise to .
sbove couse d(a]. -~ . 3
stating the under- [ 4
lying cause last. OUE TO (c} _MQ?&W:/: %ﬂ .
FPART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING T80 DEATH but not related 1o the tarminal PART I1). If deceased as  famale was

disease condition given in PART | (&) there a pregnancy In last 90 days.
!|:| Yes O Ne | {0 Unknown
19. WAS AUTQPSY | 20a. ACCIDENT SUI([::IIDE HOME‘CIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART II of item 18.)

=]

PERFORMED?
YES[O NO

20 TIME OF _ Houl  Month, Day, Yeer |
INJURY a.m.
p.m.

20d. INJURY QCCURRED 20w. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [] farm, factory, sireet, office bidyg., efc.)
NOT WHILE AT WORK [J

. - - — o -
21, | sttended the deceased fron\_%_m%—;, IoLL‘}_md last 38w |, alive on. - -
Death occurred a1 v ? -z' m on the date stated above, and 10 the best of my knowledge, from the causes stated.
22a. SIGNA‘I‘UIE rea or mle) 22b_ ADDRESS ¥ 22c. DATE SIGNED
‘ L
L. Er's Sprmrril yo~/9 - £3
b, DA

23a. BU REMATION, 23: NAME OF CEMETERY OR CREMATORY | 23d. LOCATICN [City, town, or county) (5tata}

B OXAL?LMM Dct e 21 1963 | Lee's Summit Cemetery| Lee's Summit, Missourl

24. FUNERAL DIRECTOR ADDRES: 25. DATE RECD. BY LOCAL REG.

Langsford Funeral Home COctr /19 /D]
J-'ee L =} Swnmi G 9 Mis S 01.11"1 {Liconsed Embalmer’s Stalemant on Reversa Side)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF '

MEDICAL CERTIFICATION

USE BLACK INK

SHOULD READ

TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

| hereby. certify I!_'lat the body whose .name is recorded on the reverse side of this certificate was embalmed by me,

or by . Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embaimer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not, embalmed, fact should be so stated ab?ve.




